This study began in 1963 with a survey of children born in 1950 and 1958 attending all Local Authority schools in the County Borough of Stockport (by kind permission of the School Medical Officer and the Chief Education Officer). The first task was to screen out all children suffering from defective hearing in these two age groups. Routine screening testing of all school entrants is made by 50% of the Local Authorities in England and Wales (Health of the School Child 1966), but routine screening of pupils at the secondary level seems to be virtually unknown in this country, although it is carried out in a number of states in the United States of America and also in some European countries.
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Identification and Follow Up of Children with Exudative Otitis Media
This study began in 1963 with a survey of children born in 1950 and 1958 attending all Local Authority schools in the County Borough of Stockport (by kind permission of the School Medical Officer and the Chief Education Officer). The first task was to screen out all children suffering from defective hearing in these two age groups. Routine screening testing of all school entrants is made by 50% of the Local Authorities in England and Wales (Health of the School Child 1966), but routine screening of pupils at the secondary level seems to be virtually unknown in this country, although it is carried out in a number of states in the United States of America and also in some European countries.
Screening Tests
These were done in all the infant, primary and secondary Local Authority schools which had pupils in the appropriate age groups. Altogether 1,777 5-year-old and 1,605 13-year-old children were tested. It may not be without significance to point out that the tests took place between November and April. The testing environments varied greatly in size and suitability, with ambient noise levels averaging about 50-55 dB and peaks considerably greater. These conditions affected the tests, particularly at 500 Hz. The screening procedure for both age groups consisted of a puretone sweep frequency test at 0 5, 1-0, 2-0, 4-0 kHz. The sweep level was set at 20 dB (BS) but, in view of the high level of noise experienced in most schools, a level of 25 dB was accepted as a pass at 0 5 kHz. Failure in either ear at any one of the four frequencies at the test levels was reckoned as failure to pass the test. All pupils who had failed this screening test were re-tested at the time. Pupils who failed in both these tests were considered to have failed the screening stage. These amounted to 19-8% of the 5-year-old group and 13-5 % of the 13-year-old group.
Diagnostic Testing and Clinical Examination
All pupils who had failed the screening tests were invited to attend the School Health Centre for further testing and 94-1 % of the 13-year-olds and 76-7 % of the 5-year-olds accepted the invitation. The smaller number of the younger children who attended may be partly attributable to many mothers in the borough being at work and either unwilling or unable to take the necessary time off to bring their children.
The School Health Centre contained an acoustically treated room for audiometry and a wellequipped clinic for the ENT examination. All pupils attending were first given a pure-tone test by air conduction. If the threshold at any frequency exceeded 15 dB, a test by bone conduction was also given. Bone conduction tests were always made with narrow-band masking in the contralateral ear (Hood 1962) . The 13-year-old group was also given a live voice test of speech discrimination as a rough guide to how they were likely to be functioning under normal classroom conditions. After the hearing tests had been completed, the ears were examined. In the case of a number of 5year-old children this procedure had to be reversed (because of a time factor) and only in Proc. roy. Soc. Med. Volume 62 May 1969 6 those cases where the otological examination had shown past or present ear disease, or where the history warranted it, were pure-tone audiograms made. In this way it is possible that a number of cases of small sensorineural loss were overlooked, but this is not germane to the present paper. The criterion laid down for regarding a loss of hearing as significant was a threshold of 20 dB or more in either ear at any frequency from 250-4,000 Hz.
Results ofTests
In Table 1 below are set out the number of pupils screened and the number failing these tests and having significant losses as established by puretone threshold tests. Boys and girls have not been set out separately as no significant statistical differences were found between the sexes. It is suggested that the incidence of hearing loss at the 5-year-old level is likely to be greater than the figure quoted above. The reasons for this are:
(1) A number of absentees from the screening tests.
(2) The number who failed to attend for diagnostic tests. (3) The procedure, noted above, that was followed in some cases. Indeed, an extrapolation of the results taking these factors into account would suggest a possible incidence of hearing loss in this group of 6 %.
The classification of etiology as determined by history and otological examination is also given in Table 1 . Mr Kenneth Harrison comments on these figures (this page) but two outstanding facts are the very high proportion of cases with exudative otitis media and the decrease in numbers from the age of 5 years to the age of 13 years. It should also be noted that screening tests only identify children with hearing losses on the day that the test was given and, further, that children with ear disease but no hearing loss would not be identified by these tests.
Follow Up
An attempt has been made to follow up the children who had a conductive hearing loss. This was done after an interval of four years as we were interested in seeing what had happened to them during this period, and in particular to review the status of their hearing. Of the 79 cases in the original 5-year-old group 60 were seen, the remainder having left the district, moved to unknown addresses or failed to attend. A comparison of their hearing losses over this period of time is given in Table 2 . An attempt is also being made to follow up the cases of previous exudative otitis media.amongst the children born in 1950. In Table 3 children listed as normal have hearing levels of 15 dB or less. In some cases this showed an improvement of 30 to 40 dB. Children who had 'improved' included, for example, those whose thresholds improved from 40 to 20 dB and from 45 to 30 dB. About half now have thresholds of less than 25 dB, the remainder have thresholds of 25 dB or more.
Mr Kenneth Harrison (Department ofOtolaryngology, Royal Infirmary, Manchester) In recent years three long-term studies of cases of exudative otitis media have been carried out. First of all is the one described by Dr T J Watson in the previous paper (p 455). In this field study the cases were discovered in the schools by a screening test of hearing rather than by referral to hospital from school medical officers and practitioners. The children tested were at the beginning and end of school life and the incidence of exudative otitis media is shown in Table 1 of Dr Watson's paper.
